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In most countries, maternal and newborn care is fragmented and focused on identification
and treatment of pathology that affects only the minority of women and babies. Recently,
a framework for quality maternal and newborn care was developed, which encourages a
system-level shift to provide skilled care for all.This care includes preventive and supportive
care that works to strengthen women’s capabilities and focuses on promotion of normal
reproductive processes while ensuring access to emergency treatment when needed.
Midwifery care is pivotal in this framework, which contains several elements that resonate
with the main dimensions of primary care. Primary health care is the first level of con-
tact with the health system where most of the population’s curative and preventive health
needs can be fulfilled as close as possible to where people live and work. In this paper, we
argue that midwifery as described in the framework requires the application of a primary
care philosophy for all childbearing women and infants. Evaluation of the implementation
of the framework should therefore include tools to monitor the performance of primary
midwifery care.
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PRIMARY HEALTH CARE
Since the Alma Ata conference in 1978, the WHO has advocated
primary health care as the key to improving health and reducing
health inequalities (1). The Alma Ata declaration shifted the focus
in health care from treating diseases to promoting physical, men-
tal, and social well-being as a fundamental human right and is still
a major inspiration for health care reforms today (1). “Primary
care provides accessible, comprehensive care, in an ambulatory
setting, to patients in their own context on a continuous basis, and
coordinates the care processes of patients across the healthcare
system . . .” (2).
The Alma Ata declaration emphasizes the need to strengthen
people’s own capabilities. The focus is on preventive, support-
ive care, and interventions or specialist care should be used only
for complicated problems. To function well, primary care needs
to be sustained by integrated and mutually supportive referral
systems (3).
It has been shown that health care systems with a strong focus
on primary care provide better population health. In these systems,
health is distributed more equitably and with a more efficient use
of resources (4). This is equally true for low-, middle-, and high-
income countries (4). Considering the benefits of primary care, it
is surprising that it is taking so long to move the emphasis in health
systems to primary care (1). However, the move toward primary
health care involves a major paradigm shift from focusing on the
disease to regarding the whole person and from organizing care
around the specialist to the generalist (5). This shift will take a
long time to be accepted universally because it will be resisted by
those who believe fervently in the old paradigm and the scientific
norms that underpin it (1).
A similar system-level shift in maternal and newborn care is
called for by the authors of a recent Lancet article on midwifery, in
order to improve quality of care while avoiding overuse of medical
interventions (6).
TOO MUCH AND TOO LITTLE HEALTH CARE FOR WOMEN
AND NEWBORNS
Two of the millennium development goals (MDG’s) for 2015 are
to improve maternal health and to reduce child mortality (7, 8).
Although maternal mortality has decreased worldwide by 1.3%
per year since 1990, only 16 out of 188 countries are expected to
reach the MDG of a 75% reduction by 2015 (7). Equally, under-5
child mortality has reduced on average by 3.6% per year since 2005
but only 45 countries are expected to reach the MDG of reducing
this rate by two thirds (8). In addition, a lack of good quality care
leads to physical and psychological morbidity among millions of
women each year worldwide (6).
The problem of poor quality care is twofold: on one hand,
mothers and infants suffer from a lack of and access to services,
but on the other hand, overuse of interventions leads to iatrogenic
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harm and high economic costs. In the face of rising costs for
medical care and the projected increasing demands for health
care in the next decades, this misapplication of medical resources
is not only reprehensible in terms of health outcomes but also
rapidly becoming unsustainable. For example, rising health care
costs often motivate governments to increase out-of-pocket con-
tributions (9), which, in turn, prevent those who cannot afford
the higher rates from seeking necessary health care, exacerbating
health inequalities.
Increasing rates of cesarean section (CS) offer an apt illustra-
tion of the increase in unnecessary medical treatments. There are
huge variations in CS rates between countries and between regions
within countries (see Figure 1) (10–14). In economically disad-
vantaged countries, CS rates are often too low among poor people
and too high among people that are well off.
Avoidable CSs expose women and newborns to unnecessary
risks of severe adverse outcomes and lead to unnecessary health
care expenses of over US$ 2 billion a year worldwide (15). The
rising CS rate is just one among several overused interventions
throughout pregnancy, birth, and the postpartum period.
MOVE TOWARD TECHNOLOGY DRIVEN, SPECIALIST
MATERNITY CARE
For a long time, the prevailing paradigm in health has been
the control of disease by interventions based on biomedical sci-
ence (1). Technology facilitated the identification of risk factors
for complications and interventions were used to prevent these
complications from happening. However, these technologies and
interventions were often used without evidence of their beneficial
effect. Nevertheless, once technologies are part of routine care,
their use becomes the norm. For example, electronic fetal mon-
itoring is still routinely used, even though research shows that it
does not improve neonatal outcomes among low risk women and
it is associated with an increase in CSs (16). Overuse of inter-
ventions, intended to minimize risk, may actually contribute to a
worsening of health outcomes. Although maternal mortality has
decreased in many countries in the world since 1990, it is increas-
ing in some high-income countries (7), where it may be associated
with complications of unnecessary interventions (13).
The use of technologies in maternity care was facilitated by the
move from home to hospital birth. Birth was redefined as an illness
that required specialist care that could only be provided in hospi-
tals (17). The move toward hospital birth occurred alongside the
relocation of health care generally from home to hospital (17). It
has been associated with a loss of autonomy for midwives. In some
countries, midwives ceased to practice; in others, they continued
to practice, but under the authority of medical staff (17). Evidence
shows that health systems where midwives are absent have higher
rates of unnecessary interventions and inequalities in care provi-
sion and outcomes (6). In such health systems rates of unnecessary
elective CSs are high, which costs money that cannot be spent on
primary care (6, 15).
The focus on technology and risk may be associated with frag-
mented care, often with little regard to women’s experiences of
maternity care. In some countries, this fragmentation has led to
consumer demands for more continuity of care, choice, and con-
trol (18, 19). In the United Kingdom, these demands culminated
in a government report called Changing Childbirth, which had a
considerable influence on national policy for many years (19).
A SYSTEM-LEVEL SHIFT IN MATERNAL AND NEWBORN
CARE
In order to reimagine the organization of maternity care, authors
of a recent Lancet article, conducted systematic reviews of studies
FIGURE 1 | Cesarean section rates in some selected countries (10–14).
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of women’s views and experiences of maternity care and the out-
comes of that care (6). Based on their findings, the authors call
for a “system-level shift from fragmented maternal and newborn
care focused on identification and treatment of pathology for the
minority to skilled care for all”(6). They emphasize the importance
of preventive and supportive care that strengthens women’s capa-
bilities and meets their needs. The focus should be on promotion
of normal reproductive processes while access to management of
complications and emergency treatment should be available when
necessary (see Figure 2) (6).
The resulting quality maternal and newborn care (QMNC)
framework was based on aspects of care that are important to
women. These aspects are organized in five essential components
of the framework: the characteristics of care providers, philosophy,
values, organization of care, and effective practices.
Midwifery care is pivotal in this framework and is defined as
“skilled, knowledgeable, and compassionate care for childbearing
women, newborn infants . . .. Core characteristics include optimiz-
ing normal biological, psychological, social, and cultural processes
of reproduction and early life; timely prevention and manage-
ment of complications; consultation with and referral to other
services; respect for women’s individual circumstances and views;
and working in partnership with women to strengthen women’s
own capabilities to care for themselves and their families” (6).
In many countries, aspects of midwifery care are provided by a
range of different health workers such as midwives, obstetricians,
family doctors, nurses, auxiliary midwives, and traditional birth
attendants. However, there are indications that the best maternal
and perinatal outcomes are achieved if midwifery care is provided
by educated midwives who work in collaboration as part of inter-
disciplinary teams providing integrated care across community
and hospital settings (6).
The QMNC framework contains several elements that are sim-
ilar to dimensions of primary care. In fact, midwifery as described
in the framework requires the application of a primary care phi-
losophy for all childbearing women and infants, even if they need
hospital care for complications. Implementation of the frame-
work will necessitates the development of primary midwifery care,
which is mainly delivered by midwives.
Definitions of primary care in general, are directly applicable to
primary midwifery care. Primary midwifery care is the first level
of contact with the maternity care system; it fulfils most preven-
tive and curative maternal and newborn health needs as close as
possible to where people live and work; it is the first element of a
FIGURE 2 |The framework for quality maternal and newborn care
(QMNC): maternal and newborn health components of a health system
needed by childbearing women and their infants. Reprinted from The
Lancet, Vol. 384, Renfrew et al., Midwifery and quality care: findings from a
new evidence-informed framework for maternal and newborn care, 129–45,
Copyright 2014, with permission from Elsevier (6).
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continuing health care process and coordinates the care processes
of women and infants across the maternity care system (2, 3).
Although primary midwifery care should be offered in the com-
munity setting wherever possible, the philosophy underpinning
primary care (e.g., strengthening people’s own capabilities) should
also apply to hospital care.
THE EVALUATION OF PRIMARY MIDWIFERY CARE
To shift the emphasis in maternity care from specialist to primary
care, it is important to have tools to evaluate the performance of
primary midwifery care (2, 20). The Primary Health Care Activity
Monitor for Europe (PHAMEU) project showed that a European
country’s strength of primary care can be measured using three
dimensions at the structural level and four at primary care service-
delivery (2, 20). The structural level will not be discussed in this
paper. The dimensions of primary care at the service-delivery level
are 1) access to primary care services, 2) comprehensiveness of pri-
mary care services, 3) continuity of care, and 4) coordination of
care. We briefly describe how the general dimensions of primary
care service-delivery can be applied to primary midwifery care.
ACCESS TO PRIMARY CARE MATERNAL AND NEWBORN SERVICES
This dimension could be measured by the density of the midwifery
workforce, geographic availability, access to the maternity care
system, affordability of services, and women’s satisfaction (2, 20).
Ensuring access to primary care is more than increasing cover-
age of services. The services offered need to be respectful, woman-
centered, and of high quality. Respectful care is an important
quality indicator in itself and women will also avoid services if
they expect not to be treated well (21).
Although many aspects of midwifery care may be most effec-
tively provided in the community setting, hospital birth is the
norm in industrialized countries and is advocated in others to
improve maternal and neonatal outcomes (7). In some coun-
tries, such as the United Kingdom, Canada, and the Netherlands,
low rates of maternal and neonatal risks have been found among
planned home births in low risk women (22–24). However, these
studies have been conducted in countries with good risk selection,
transportation, and referral systems and may only apply to settings
with such integrated systems.
Even if women do not give birth at home, access to primary care
in maternity services can be offered in midwifery units in a hos-
pital or in freestanding birth centers. A systematic review showed
that when compared to conventional hospital labor wards, these
alternative settings were associated with reduced rates of medical
interventions and increased rates of spontaneous vaginal births,
maternal satisfaction, and continued breastfeeding at 1–2 months
after birth, while health outcomes were similar (25). In keeping
with these research findings, the recent guideline on intrapartum
care, published by the National Institute of Clinical Excellence
(NICE) advises birth in a midwifery unit as particularly suitable
for primiparous women and at home or in a midwifery unit for
multiparous women (26).
COMPREHENSIVENESS OF PRIMARY CARE SERVICES
Comprehensiveness refers to the availability of a wide range of ser-
vices for common needs, which is important because it prevents
unnecessary referrals to specialist care (4). Comprehensiveness in
maternal and newborn care could be evaluated by the role of the
midwifery practitioner as the first contact of care, the availability
of equipment and tests in primary care, follow up of women solely
in primary care (in other words: not referred to specialist care),
and the provision of preventive care and health promotion (2, 20).
Prenatal care is often, but not always, provided in primary care.
However, many medical procedures such as prenatal screening or
diagnosis for congenital abnormalities and ultrasound often take
place in obstetric units. Moving resources to primary care settings
for tests and procedures that are proven to be sufficiently sensitive
and specific might limit the overuse of screening, diagnostic, and
monitoring techniques, especially if primary care is organized on
the basis of continuity of care models. This requires up-skilling
primary care professionals in performing these tests and in coun-
seling women about the advantages and disadvantages of such
procedures (27).
The use of interventions during labor in primary care is more
controversial (28). In Canada, midwives can induce labor for post-
dates and augment labor with oxytocin while women remain in
midwife-led care (29). It could be argued that these interventions
support physiological labor rather than treat complications and
therefore should be part of primary care. On the other hand, the
lure of technology is powerful and the benefits of primary care
can be undermined if it becomes as technology reliant as hospital
based care. Care should be taken to not allow these technologies
to become the focus of primary care. Technologies should be used
within the context of woman-centered, supportive, and preventive
care and be limited to those that have proven to be beneficial.
CONTINUITY OF CARE
Continuity of care consists of longitudinal continuity of care (con-
tinuous care throughout pregnancy, labor, and the postpartum
period), relational continuity of care (quality of the longitudinal
relationship), and informational continuity of care (a woman’s
medical information being readily available to any health care
provider caring for her) (2, 20, 30). Sometimes “management
continuity of care” is added as well (20) but this overlaps with
coordination of care. Continuity of care allows care to be person-
focused over time and to be coordinated through information
transfer and recognition of risk factors or complications that
require referral to specialist services.
A recent systematic review showed that midwife-led continu-
ity of care compared to shared care or medical-led models of care
were associated with higher rates of spontaneous vaginal birth and
being attended by a known midwife, a longer mean length of labor
and lower rates of instrumental birth, episiotomy, regional anes-
thesia, preterm birth, and fetal loss below 24 weeks (30). The rate
of overall fetal and neonatal death between groups was similar.
Midwife-led care was also associated with higher rates of maternal
satisfaction and a trend toward lower costs.
COORDINATION OF CARE
Coordination of care could be evaluated by the presence of an
effective gate keeping system (referral by a primary care profes-
sional to specialist care, so that specialist interventions are only
used for those who need them), skill mix (optimum mix of
different types of primary care providers), seamless collaboration
between sectors (for example, through outreach of specialist care
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in primary care), and public health integration (use of clinical data
to identify local health needs or priorities for health policy) (2, 20).
Primary midwifery care professionals have a higher chance of
getting to know a woman within the context of her daily life and
will be able to connect with other sectors such as welfare and hous-
ing to encourage health in the broadest sense of the word. Primary
care also facilitates supporting women with complex social and
psychological problems, for example, as a result of family vio-
lence, sexual abuse, health illiteracy, or migration difficulties. In
addition, health promotion can be offered more effectively within
the context of where women live and raise their children. Based on
their observations in the community, midwives can be advocates
for women and urge policy makers to address important social
problems.
Good multidisciplinary collaboration is vital, not only within
primary care but also between primary and specialist care. Pri-
mary midwifery care professionals should work in collaboration
as part of interdisciplinary teams providing integrated care across
community and hospital settings in an atmosphere characterized
by respect for the unique skills of each member of the team (6).
CONCLUSION
The prevailing paradigm in health care has been the control of
disease by interventions based on biomedical science. Since the
late 1970s, the WHO has been advocating a shift toward primary
health care. A similar system-level shift is called for in the recently
developed QMNC framework. We have argued that midwifery
care requires the application of a primary care philosophy for all
childbearing women and newborns and that this is enacted by the
provision of primary care services by midwives. Evaluation of the
implementation of the framework should therefore include tools
to assess the performance of primary midwifery care. The monitor
developed in the PHAMEU project consists of a set of indicators
for primary care in general, which can be applied to midwifery in
future studies.
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